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Abstract:
Introduction:
The aim of the study was to measure the lifetime prevalence of Post-Traumatic Stress Disorder (PTSD) among women of an Italian community
sample, the comorbidity of PTSD with mood and anxiety disorders and the burden attributable to PTSD in worsening the Quality of Life (QoL).
Methods:
Community survey on a sample of 1961 adult women randomly selected. Tools: psychiatric clinical interview ANTAS partially derived from the
SCID-DSM-IV, administered by psychologists or medical doctors; Short Form Health Survey (SF-12); Mood Disorder Questionnaire (MDQ).
Results:
Lifetime prevalence of PTSD in women was 1.3%, (1.4% in<45 years aged, 1.3% in >44 years aged; p=0.8). In order of risk of comorbidity, PTSD
was associated with: Bipolar Spectrum Disorders (MDQ+), Panic Disorders (PD) and Major Depressive Disorder (MDD). People with PTSD
showed an SF-12 mean score lower than women of the same sample without PTSD (standardized by gender and age), with a mean difference
(attributable  burden)  of  3.9±0.9  similarly  to  MDD and  Eating  Disorders  and  higher  than  PD.  Among  the  analyzed  nonpsychiatric  diseases,
Multiple Sclerosis and Carotid Atherosclerosis showed a higher burden in impairing QoL than PTSD; Wilson’s Disease showed a similar burden
and Celiac Disease was found less impairing on QoL than PTSD.
Conclusion:
The attributable burden in worsening women’ perceived QoL due to a lifetime diagnosis of PTSD was found comparable to those caused by MDD,
Eating  Disorders  or  by  neurological  condition  such  as  Wilson’s  Disease.  The  comorbidity  of  PTSD  with  Bipolar  Spectrum  Disorders  was
remarkable, even further studies are needed to clarify the direction of causality.
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1. INTRODUCTION
Epidemiological  studies  on  the  frequency  of  mental
disorders do not always report prevalence rates of PTSD, espe-
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cially  when  they  did  not  involve  populations  damaged  by
natural  catastrophes  or  military  conflicts  [1  -  4].  However,
surveys as NCS, WMH and ESEMED (the European section of
WMH) have  reported  it  [5  -  7].  In  WMH study,  the  lifetime
prevalence of PTSD was found quite similar in South Africa
(2.3%) [8], Spain (2.2%) [9] and Italy (2.4%) [10], while it was
lower  in  Japan  (1.3%)  [11]  and  sensibly  higher  in  Northern
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Ireland (8.8%) [12].
The WMH survey highlights that in a given population that
has been affected by natural disasters, conflicts or wars, these
events seemed to influence the distribution of PTSD along with
other factors. Otherwise, these populations are usually involved
to carry out  studies  on PTSD to early detect  and treat  PTSD
and/or other trauma-related diseases.
However,  it  is  known  that  also  other  kind  of  traumatic
environmental  factors,  such  as  childhood  trauma,  are  asso-
ciated  with  a  higher  risk  of  several  psychiatric  disorders  as
PTSD because of their role in making the brain more vulner-
able  to  subsequent  trauma  [13].  Furthermore,  the  amount  of
previous  traumatic  events  impacts  on  the  severity  and
complexity  of  PTSD  [13,  14]  and  the  rates  of  the  disorders
were found higher among women in almost all the sites where
the  surveys  were  conducted  [1  -  14].  In  particular,  women
outnumber men by an average of 2:1 [15 - 17] and seem to be a
more vulnerable population [14 - 17].
For  these  reasons,  it  would  be  very  interesting  to
understand  how  the  PTSD  can  impair  social  life  and  the
Quality  of  Life  (QoL)  of  the  subjects  suffering  from  PTSD,
also in communities not affected by natural disasters or wars
[18]. When related to the general population, this figure would
create a picture of the social impact of the disorder, while at the
individual  level,  it  would  allow  to  understand  the  degree  of
subjective suffering, particularly among women.
The objectives of our study were:
To  estimate  the  lifetime  prevalence  of  PTSD among[1]
women  of  a  community  sample  from  six  Italian
regions;
To  measure  the  comorbidity  of  PTSD  with  other[2]
psychiatric disorders;
To measure the QoL of women with a lifetime PTSD[3]
diagnosis  and to compare it  with the QoL of  women
without PTSD;
To  estimate  the  burden  attributable  to  the  PTSD  in[4]
worsening QoL and to compare it with the burden due
to other disorders and diseases.
It is interesting to study QoL impairment in PTSD because
of  the  subjective  perception  of  QoL  involved  in  both  the
physical  and  the  psychological  components  of  wellbeing,
including  satisfaction  about  sleep  and  rest,  energy,  vitality,
sociality  and  perceived  pain  [19].  Furthermore,  QoL  has
become a measure of relevance about the outcome in chronic
diseases, especially in those that require long-term treatments
that greatly impact on daily life [20 - 22].
2. METHODS
2.1. Design
Community  survey  carried  out  with  face-to-face  semi-
structured interviews conducted by trained clinicians (medical
doctors  or  clinical  psychologists  with  at  least  two  years  of
experience in psychiatry).
2.2. Recruitment and Study Sample
The sample (females ≥18 years old) was randomly selected
from  municipal  records  of  seven  different  Italian  regions,
including  urban and rural  areas  in  each  region.  The  method-
ology of sampling, recruitment, management and monitoring of
the study has been detailed previously [23, 24].
2.3. Tools and Assessment
The following tools have been administered:
Ad-hoc form, administered and validated in previous[1]
surveys to collect demographic data [23, 24];
The“Advanced  Neuropsychiatric  Tools  and  Assess-[2]
ment Schedule” (ANTAS) [23, 24], a semi-structured
psychiatric  clinical  interview-derived  from  the
Structured Clinical Interview for DSM-IV, Non-patient
version(SCID-NP) for psychiatric diagnoses according
to DSM-IV [25]. High reliability (Cohen’s K = 0.85)
between ANTAS and SCID-NP was found [23, 24].
The  Italian  version  [26]  of  the  Short  Form  Health[3]
Survey  (SF-12)  [27]  was  used  to  measure  the  QoL.
The SF-12 includes the following dimensions: physical
activity,  physical health,  mental health,  pain,  general
health, vitality and social activity. SF-12 measures the
perceived QoL in the month before the interview, with
a higher score showing better QoL.
Bipolar Spectrum Symptoms were detected by means[4]
of  the  Italian  version  of  the  Mood  Disorder
Questionnaire  (MDQ)  [28],  using  7/8  as  a  cut-off
score.
2.4. Ethical Aspects
The  ethical  committee  of  the  Italian  National  Health
Institute (“IstitutoSuperioredellaSanità”) in Rome approved the
study  protocol.  Each  candidate  signed  the  informed  consent
form.  The  study  was  carried  out  according  to  the  Helsinki
Declaration.
2.5. Data Analysis
According to DSM-IV criteria [29], lifetime prevalence for
PTSD was calculated in the women sample, as well as the co-
morbidity with PTSD and main Psychiatric DSM-IV Disorders.
The  odds  ratios  of  association  were  calculated  for  each
psychiatric  disorder  (univariate  analysis).  Statistical  signi-
ficance  was  calculated  using  the  χ2  test  in  2  x  2  tables.
The “attributable burden” due to PTSD was calculated as
the  difference between the  QoL of  those  with  a  diagnosis  of
PTSD (score at SF-12) and the level of QoL (score at SF-12) in
a sample of women of the same database without PTSD, drawn
after  a  block  randomization  by  age  and  sex  according  to  the
sample of women with PTSD.
The  attributable  burden  in  worsening  QoL  due  to  PTSD
compared  to  the  attributable  burden  calculated  for  other
diseases in previous studies, using the same database to draw
the  controls  from  (Major  Depressive  Disorders  [23],  Eating
Disorder  [30],  Panic  Disorder  [31],  Wilson’s  Disease  [32],
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Table 1. PTSD Lifetime Prevalence Rates.
- Female Interviewer <45 Years Age >44 Years Age
Total 1961 859 (43.8%) 1102 (56.2%)
With PTSD diagnosis 26 (1.3%) 12 (1.4%)* 14 (1.3%)*
*χ2 =0.06, p=0.808, OR <45 =1.1 (CI 95% 0.5-2.5)
Table 2. Comorbidity between PTSD and other Psychiatric Disorders.
- % of PTSD
with Comorbidity
χ2 p OR CI 95%
Major Depressive Disorder 26.9 6.13 0.013 2.89 1.1-7.4
Bipolar Spectrum Disorders (MDQ+) 23.1 52.14 <0.0001 14.98 5.0-42.1
Panic Disorder 34.6 51.17 <0.0001 12.33 4.9-9.4
Social Phobia 3.8 1.82* 0.178 12.86 0.6-115.1
*with Yates correction












33.8±9.2 5.6±3.6 (N=37) df 1,58,59
F=2.234; p=0.140
Multiple Sclerosis [33] 32.1±7.6 7.0±3.5 (N=201) df 1,225,226
F=18.544;p<0.0001
Wilson Disease [32] 33.8±9.0 4.4±1.7 (N=23) df 1,47,48
F=0.719; p=0.401
Eating Disorders [30] 34.9±6.2 4.4±6.6 (N=60) df 1,81,82
F=0.001; p=0.999
Panic Disorder [31] 35.5±4.6 2.9±0.9 (N=123) df 1,144,145
F=38.6; p<0.0001




30.6±8.1 6.2±5.0 (N=46) df 1,70,71
F=5.34; p=0.024
PTSD 36.3±6.1 3.9±0.9 (N=26) -
*Difference on SF-12 score between a standardized sample without disorder and a sample with a given disorder
Multiple  Sclerosis  [33],  Carotid  Atherosclerosis  [34],  and
Celiac  Disease  [35].
3. RESULTS
The  interviewed  women  were  1961  [23].  As  shown  in
Table 1, the PTSD lifetime prevalence was 1.3%, without any
difference according to age: 1.4% were among the <45 years
aged, 1.3% were among the >44 years aged (χ2=0.06, p=0.808,
OR <45 =1.1 (CI 95% 0.5-2.5).
Table  2  shows  the  rates  of  comorbid  mood  and  anxiety
disorders in women with PTSD. In order of odds ratio, PTSD
was associated with: Bipolar Spectrum Disorders (identified as
MDQ positives) OR=14.98 (CI95% 5.0-42.1), Panic Disorders
(PD)OR=12.33  (CI  95%  4.9-9.4)  and  Major  Depressive
Disorder  (MDD)  OR=2.89.  (CI95%  1.1-7.4).
As shown in Table 3, people with PTSD showed an SF-12
mean  score  lower  than  women  in  the  same  sample  without
PTSD  (standardized  by  sex  and  age),  with  a  mean  ±sd
difference  (attributable  burden)  of  3.9±0.9.  This  burden  was
similar  to  that  due  to  Major  Depressive  Disorders,  Eating
Disorders and Wilson Disease, higher than the burden due to
Celiac Disease and Panic Disorder, but lower than the burden
due to Multiple Sclerosis and Carotid Atherosclerosis.
4. DISCUSSION
The  study  pointed  out  a  lower  PTSD  frequency  than
similar  studies  conducted  on  populations  damaged  by
disrupting natural disasters or traumatizing conflicts. However,
the PTSD lifetime prevalence found in this study is lower than
the  rates  found in  the  WMH study in  all  the  sites  (including
Italy) [8 - 10], with the exception of Japan [11]. However, it
should be emphasized that WMH survey used rigid diagnostic
interviews,  with  only  YES/NO  answers,  conducted  by  lay
interviewers  [36,  37],  while  our  study  has  adopted  semi-
structured  interviews  carried  out  by  clinicians  [23].  This
second  method  has  shown  that  disorders  such  as  Major
Depressive Disorder [23] and Obsessive Compulsive Disorder
[38]  have  lower  frequencies  with  respect  to  the  WMH.  It  is
therefore likely that a similar trend occurs in relation to PTSD.
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However,  the  diagnostic  methodology  is  closer  to  the  one
adopted  in  clinical  practice.
Notably, this study points out the rate of co-morbid mood
and anxiety disorders in women with PTSD. In order of odds
ratio,  PTSD  was  firstly  associated  with  Bipolar  Spectrum
Disorders. This association confirms previous observations [39,
40]  and  questions  the  notion  that  PTSD is  the  result  of  con-
tingent  etiological  factors  only.  However,  the cross-sectional
design of this survey does not allow to clarify the direction of
causality:  whether  it  is  exposure  to  stress  that  can  trigger  a
possible vulnerability for Bipolar Spectrum Disorders, or if the
presence  of  a  Bipolar  Spectrum  Disorder,  through  hyper-
exploratory behavior, exposes to a higher risk to PTSD, or if
there is an interaction between the two factors.
In  the  present  study,  women  with  PTSD  show  a  serious
impairment of their QoL. PTSD is responsible for lowering the
perception  of  QoL  to  a  degree  similar  to  other  serious  psy-
chiatric  disorders  as  Major  Depressive  Disorder  [23]  and
Eating  Disorders  [30]  but  to  a  greater  degree  than  Panic
Disorder  [31],  however  disabling  it  may  be.
The  comparison  with  non-psychiatric  disorders  gives  an
idea of the impact of PTSD on people's lives, considering that
PTSD results in a compromised QoL that is greater than Celiac
Disease [35], similar to a highly disabling disease such as Wil-
son's disease [32] but, however, lower than the one determined
by Multiple Sclerosis [33] and Carotid Atherosclerosis [34].
The  above-cited  case-control  studies  focused  on  psy-
chiatric disorders (Major Depressive Disorder, Panic Disorder,
Eating Disorders) have adopted the same methodology as this
study. In fact the “cases” were drawn from the same database
of this study (the “cases” in each study were all prevalent cases
of the diagnosis under examination) and the “healthy” controls
(people in the community without the analyzed disorder) were
drawn from the same community sample after randomization
matching by blocks according to age and sex with respect to
the  “cases”.Similarly,  in  the  case-control  studies  focused  on
non-psychiatric  diagnoses  (Carotid  Atherosclerosis,  Wilson's
Disease,  Multiple  Sclerosis,  Celiac  Disease),  the  “healthy”
controls  (people  in  the  community  without  the  analyzed
disease)  were  drawn  from  the  same  database  of  the  present
study.  Therefore,  the  score  on  SF-12  measuring  the  QoL  of
controls (the comparative criterion) was exactly the same in the
various  surveys  (but  with  the  control  sample’s  being
standardized by age and sex with each specific case sample).
Consequently, the attributable burden for each specific disorder
or disease is well comparable to the others. This methodology
allows us to reliably define the degree of the impact of PTSD, a
disorder that implies an attributable burden similar to a well-
known  disabling  nonpsychiatric  disease  such  as  Wilson’s
disease. It is important to underline that a potentially chronic
disorder such as PTSD which is not always chronic, however
worsens the QoL equal to disorders such as Wilson's disease
which, due to their characteristics, are often chronic.
Finally,  it  is  interesting  to  note  that  SF-12  measures  the
QoL in the last month. When considering the sample of all the
subjects  who  have  a  lifetime  diagnosis  of  PTSD,  the  mean
score of the SF-12 in this sample is determined by the score of
those  who  have  been  diagnosed  5  years  earlier  and  are  now
asymptomatic, those who have been diagnosed 8 years earlier
and are now still suffering, as well as those who had the first
episode a month before the interview. The chronic cases will
show a worsening of the QoLat each point in their life.
From this point of view, the study confirms that PTSD is a
disorder that strongly impacts the QoL of people affected.
5. LIMITATIONS
This  research  has  focused  on  the  secondary  aim  of  a
community  survey  that  had  various  main  objectives.  The
degree of disability generated by psychiatric disorders should
be  measured  by  taking  into  account  their  comorbidity  with
other medical diseases, and the response to treatments as co-
determinants. These variables would be investigated by case-
control studies. Therefore, the results of this survey are to be
considered preliminary and of heuristic value.
CONCLUSION
The attributable burden on the impairment of QoL due to a
lifetime diagnosis of PTSD was found relevant with respect to
the average of QoL of people in the community. The degree of
this  burden  is  the  same  if  compared  with  other  psychiatric
diagnoses such as Major Depressive Disorder and Eating Dis-
orders, or with a neurological condition as Wilson’s Disease.
The  PTSD  does  not  reach  the  degree  of  QoL  worsening  as
Multiple Sclerosis. The significant association with the Bipolar
Spectrum  Disorders  questions  the  notion  that  PTSD  is  the
result  of  contingent  etiological  factors  only,  even  further
studies  are  needed  to  clarify  the  direction  of  causality.
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